ABSTRACT The patient-physician interaction is an important aspect of primary care medicine. Few studies have investigated the military specific factors that influence these interactions. Using a cross-sectional survey, we evaluated the impact of physician rank and attire on a patient's confidence in their physician's medical abilities and willingness to disclose personal information. Patient perception was assessed in the domains of (1) confidence in physician's medical abilities and (2) comfort discussing sexual, psychological, and personal problems with a physician. Our results found physicians of higher rank showing a higher positive impact on patient's confidence compared to lower ranks ( p 0.0001). Patients were less comfortable discussing sexual ( p = 0.001), psychological ( p 0.0001), and personal ( p = 0.005) problems with an O-3 (Air Force Captain) than higher ranked physicians. Casual business attire negatively affected patient's confidence in their physician's abilities and in their comfort discussing sexual, psychological, and personal problems ( p 0.0001). Removing resident physician data did not significantly alter results. This pilot study on military rank and appearance shows a statistically significant impact to patient-physician interactions. Lower rank and casual attire is statistically detrimental to the patient's perception of their physician's abilities irrespective of resident physician involvement.
INTRODUCTION
Trust between patients and their physicians is an important component in the therapeutic relationship. Research on patient/physician trust shows a strong correlation to variables such as medication adherence. [1] [2] [3] [4] Among primary care physicians, high levels of patient trust translated into 33% higher medication adherence rates. 1 In patients with irritable bowel syndrome, every half standard deviation increase in trust in a physician was associated with a 36% higher likelihood of adherence. 4 Many factors are associated with gaining and maintaining trust. In general, physical/visual impressions are seen as highly influential in interpersonal interactions and the development of trust. Multiple studies have showed that physical attire has an impact on a patient's impression of their physician. [5] [6] [7] [8] [9] Embedded in the data on physician attire is the inference that patients are more willing to disclose personal information with physicians who are more professionally dressed. [9] [10] [11] This is an area that has not been thoroughly examined in the military medical setting. A study on the effects of military attire on active duty and dependent women attending a general obstetrics clinic provides a glimpse of this phenomenon. It suggests that the physician's military uniform may detract from a patient's willingness to disclose personal information when that patient is active duty although no statistical significance was elucidated. 12 A military specific factor influences visual impressions and possibly alters trust. Visibly displayed rank offers insights into the military physician's salary, status, and time in service. Data on disparities between socioeconomic status of patients and physicians are not robust. At the time of writing, no studies were found that examined the effect of a physician's socioeconomic status on a patient's perception or satisfaction with care (PubMed MeSH terms-socioeconomic factor, physicianpatient relation, physician, and salaries).
METHODS
A prospective investigation was performed at David Grant USAF Medical Center involving patients in the Family Medicine, Family Health, and Internal Medicine clinics. Consecutive patients were recruited on presentation to clinic over the course of 1 month. Patients were asked to complete a selfadministered survey before or after their initial clinic appointment of that month. All patients over the age of 18 presenting to clinic were eligible for and given the opportunity to participate in the study. Patients excluded from the study were those under 18 years of age, those who had already participated, and those who were too ill to participate. No subject identifiers were recorded to maintain response anonymity. After agreeing to participate in the study, patients were given a letter of intent in lieu of informed consent. Study approval was obtained through the David Grant USAF Medical Center Institutional Review Board. Basic demographic data were included on each survey. Anonymous demographic data were also obtained on all patients 18 and older presenting to the three clinics over the same time period through the Electronic Medical Record in an attempt to classify nonresponders. Repeat visits were excluded. Demographic data from survey responders were Table I . Response rate for active duty enlisted rank was not calculated because of differences in data collection.
Breakdown of patient response to survey questions dealing with physician rank are listed in Table II . When looking at the impact of a physician's rank on a patient's confidence, we discovered no significant difference between the confidence levels reported for O-6 (Air Force Colonel) and O-5 (Air Force Lieutenant Colonels), which is expected considering the close mean perceived confidence levels ( Table II) When evaluating patient comfort in discussing sexual problems (Question no. 2) with physicians of varying ranks, we found a small significant patient preference for the rank When evaluating the impact of physician attire on patient confidence (Question no. 5) the results of the Friedman test and post hoc Wilcoxon Signed-Ranks test indicated a statistically significant preference toward the traditional white coat when compared to formal civilian attire, casual civilian attire, or medical scrubs (Table IV) . Median IQR perceived confidence levels for physicians wearing the military uniform, formal civilian attire, casual civilian attire, medical scrubs, and a white coat were 4.0 (4-5), 4.0 (3-5), 4.0 (3-4), 4.0 (3-5), and 4.0 (4-5), respectively. The difference of means between white coat and casual attire was 0.62 (Table V) . Removing resident clinic data resulted in a loss of statistical significance for the difference in confidence for physicians wearing medical scrubs vs. formal civilian attire. When evaluating patient's comfort discussing sexual problems with physicians of varying attire (Question no. 6), the results showed statistically significant preference toward white coat compared to military uniform, formal civilian attire, casual civilian attire, and medical scrubs. Median IQR perceived comfort levels for military uniform, formal civilian attire, casual civilian attire, medical scrubs, and a white coat Results from data on patient's comfort discussing psychological problems with physicians of varying attire (Question no. 7) showed statistically significant reductions when comparing the white coat to any other attire. We also discovered statistically significant reductions when comparing military uniform to casual civilian attire, formal civilian attire to casual civilian attire, and medical scrubs to casual civilian attire. The median IQR perceived comfort levels for military uniform, formal civilian attire, casual civilian attire, medical scrubs, and a white coat were 4.0 (3-5), 4.0 (3-5), 4.0 (3-4), 4.0 (3-5), and 4.0 (3-5), respectively. The difference of means between white coat and casual attire was 0.31. Removal of resident data resulted in the loss of statistically significant comfort with white coat vs. military uniform and formal civilian attire in Question no. 7.
Analysis of patient's comfort discussing personal problems with physicians of varying attire (Question no. 8) showed statistically significant patient preference toward white coat over military uniform, formal civilian attire, casual civilian attire, and medical scrubs. Median IQR perceived comfort levels for military uniform, formal civilian attire, casual civilian attire, medical scrubs, and a white coat were 4.0 (3-5), 4.0 (3-5), 4.0 (3-4), 4.0 (3-5), and 4.0 (3-5), respectively. Difference of means between white coat and casual attire was 0.32 points. Removing resident influenced data showed the loss of statistical significance for physicians wearing a white coat over a military uniform in Question no. 8.
Subgroup analysis of patient demographics indicated that civilian patients reported significantly less comfort discussing sexual problems with military physicians of any rank than either active duty or retired military patients (Table VI) . Female patients reported significantly less comfort discussing personal problems with military physicians of any rank than male patients. Patients working in a medical field had lower comfort discussing sexual, psychological, and personal problems compared to all other patients irrespective of physician attire. Patients with high (5+ per year) or low ( 1 per year) frequency of visits ranked significantly less confidence in physician ability in any attire compared to patients with moderate frequency (1-4 visits per year). African American and Hispanic/Latino patients indicated significantly more comfort discussing psychological problems with physicians in any attire when compared to other ethnic groups. No statistically significant trends in survey responses were identified on the basis of age, rank, or education.
DISCUSSION
In this study, we discovered trends that would suggest lower physician rank does alter a patient's perception of their physician. This was contrary to our expectations. As this is the first study examining the effect of rank on patient's perceptions, no prior data were available to compare and contrast to our findings. Although this study was performed at a hospital with a family medicine residency, the analysis produced similar results whether resident physician data were included or removed.
Consistent with prior studies, we found a trend suggesting the traditional white coat worn by physicians instilled patients with increased comfort when discussing sensitive topics and increased confidence in their physician's abilities overall. This is consistent with prior studies on physician attire. 10, 11 Scrubs were either better than or equal to the military uniform in inspiring comfort and confidence. Our results differed when compared to the only other study on military attire. In that study, surveys of female patients presenting to a naval general obstetrics clinic showed no statistical difference between white coat and other attire. 12 When looking at the demographic data, some interesting trends were discovered. We found that patients employed in the medical field were overall less confident in their physician in any attire than those employed elsewhere. We postulate that this may be because of the increased exposure to all types of attire which may desensitize these individuals to the effect of physician attire. Individuals reporting either a very high or very low frequency of primary care utilization showed decreased confidence in their physician in any attire. This may be indicative of desensitization among the high utilizers, and distrust or lack of rapport between physician and patient among the low frequency patients. Civilian patients showed less comfort discussing sexual problems with military physicians of any rank than active duty and retired military patients. Female patients showed decreased comfort discussing personal problems with military physicians of any rank. Patients reporting either African American or Latino ethnicity were more comfortable discussing psychiatric problems than other ethnicities. There were no significant trends using comparison analysis of the ages, ranks, or education levels of patients.
Using the military electronic medical record Armed Forces Health Longitudinal Technology Application to obtain demographic data of all clinic patients and comparing that with the demographic data from our survey, we were able to identify subgroups with the highest and lowest survey response rates. A literature search did not find any other study that has compared demographic data in this way. Response rates were higher in patients who were active duty, male, Asian, and aged 18 to 35. Our lowest response rates were dependent family members, females, patients of unknown ethnicity, and patients 75 years old. We suspected the military culture, built on following orders, would lead to higher response rates. This was not the case as the overall response rate of 9.9% is consistent with survey response rates noted in the civilian community. We also postulated that as age increased either interest in or ability to complete the survey declined.
In all of the comparisons, the difference of the mean on the Likert scale was minimal. On a 5-point scale, the mean differences between ranks were at maximum only a half of a step. In the case of patient's comfort discussing sexual, personal, and psychological problems, the differences were 0.14 points or less. The mean differences between different attire were also at maximum only a half of a step, and when looking at comfort discussing sexual, personal, and psychological problems the mean differences were 0.39 points or less. Without a well-designed randomized control trial it is difficult to assess the impact these small differences have on physician-patient relationships and outcomes. As previously noted, one study found a 36% increase in likelihood of adherence to medical regimens for every half standard deviation increase in trust in a physician. 4 The potential improvement for lower ranked physicians would be easy to implement and cost neutral. One possible solution would be to wear a white coat over the military uniform or scrubs making rank less visible. This is not always comfortable or convenient in the clinic setting, but would be a very simple, quick, and low-cost improvement. On the other end of the spectrum, a postulated solution would be to replace the visible rank on the military uniform for physicians with a medical symbol. This would effectively neutralize any effect rank could play in the patient/physician encounter. Before this type of action is recommended, these findings would need to be reproduced through further studies including randomized control trials and impact analysis. We recognize that this survey is dealing with nonparametric data only. This places limitations on statistical analysis as the nonnumeric responses and attitudes are translated into and out of numerical data using a Likert scale. One of the limitations of this study is that the survey developed is not a fully validated tool. The authors tried to develop a tool that was as close in content to the first study on military attire by Niederhauser et al. 12 Attempts were made to make the survey as reliable and valid as possible by using expert review and pilot testing.
This survey did not account for physician age. Generally, a higher rank indicates older age, but this is not always the case. The age of individuals including physicians is often apparent, and could be a confounder in the rank aspect of this study. At the time of writing, no studies were discovered evaluating the effect of physician age on patient confidence or comfort in discussing sensitive topics. To fully assess the true impact of rank, we recommend a follow-up study that randomizes patients to the same physician wearing different rank and/or attire.
We also recognize that there may have been inconsistencies in survey administration. Five random spot checks were performed at all survey locations over the course of the month of administration. The Internal Medicine clinic was following protocol for survey administration only 2 out of 5 times. The Family Health and Family Medicine clinics were both found following protocol 5 out of 5 times. We believe these failures did influence response rates as evidenced by a response rate of 5.7% from the Internal Medicine clinic.
CONCLUSION
From this pilot study, we conclude lower rank and casual attire is statistically detrimental to the patient's perception of their physician's abilities irrespective of resident physician involvement. Furthermore, patients are statistically less comfortable discussing sexual, psychological, and personal problems with a physician of lower rank or casual attire. We feel this study contributes to primary care research and military medicine as it has identified a trend in patient preferences irrespective of family medicine resident involvement that could potentially be intervened on. Further investigation is recommended before implementing policy changes in physician attire or rank. These changes appear to have the potential of improving patient-physician interaction and merit the time and energy to investigate further. 
